under arthroscopic control -a technique that is already practicable and awaits only a suitable prosthetic material. Other developments may include the use of alternative sources of energy, such as the laser, within the knee, and the resurfacing of degenerate joints; but before embarking on such surgical adventures, the fundamentals of arthroscopy need to be established more clearly than they are at present, with a greater emphasis on the training of young surgeons and instruction in basic technique. In short, arthroscopy has learnt to run during the last decade, and during the next it must learn to walk. D J Dandy Consultant Orthopaedic Surgeon Addenbrooke's Hospital, Cambridge References Dandy D J (1978 ) British Medical Journal i, 1099 O'Connor R L (1982 In: Disorders of the Knee. 2nd edn. Ed. A J Helfet. Lippincott, Philadelphia; pp 161-167
Myoclonic encephalopathy of infants: 'the dancing eyes syndrome"
Myoclonic encephalopathy (the dancing eyes syndrome) was first defined by the case reports of 6 children who presented with acute motor incoordination, related to myoclonus of limbs and trunk, and with opsoclonus -totally irregular eye movements occurring in the vertical as well as the horizontal plane (Kinsbourne 1962) . It was observed that the illness, while often protracted, was non-progressive and that significant improvement could be achieved with steroid therapy. Further interest was generated in the late 1960s by the appearance of reports of children with myoclonic encephalopathy associated with occult neuroblastoma. Subsequent descriptions of the syndrome, while confirming the original clinical observations, have questioned earlier, more optimistic, assessments of functional recovery.
1 Based on presentation to Section of Paediatrics, 26 March 1982 0141-0768/83/060450-02/$01.00/0
The most comprehensive review of this condition (Boltshauser et al. 1979 ) defined four criteria for its diagnosis: (I) marked motor incapacity related to ataxia and myoclonus; (2) opsoclonus (defined as irregular, chaotic but conjugate jerking eye movements); (3) acute or subacute onset; (4) no evidence for an infectious aetiology. It is a disease of infancy with a mean age of onset before the second birthday and has an equal sex incidence. Irritability and vomiting are associated features in a large minority of cases and perhaps 50% have a history of respiratory infection in the preceding few weeks. A very few cases have claimed a close temporal association with immunization. Diagnosis may be difficult in the early stages, but maximum expression of the neurological symptoms occurs within one week of the onset of illness in the great majority of cases. In the earliest phase, posterior fossa tumour represents an important differential diagnosis, but the appearance of opsoclonus is a striking confirmatory sign.
Evaluation of the effect of therapy by review of the published case reports is difficult through lack of detail of the relationship between the dose or duration of treatment and the clinical response. Spontaneous remission of symptoms is described and the severity of the course of protracted illness is seen to vary. There is little doubt, however, that response to treatment, when seen, is dramatic and that the degree of incapacity experienced in the acute phase justifies a trial of therapy. Current opinion favours the use of ACTH rather than prednisone or dexamethasone, although there is little published evidence to prove its superiority in controlled trials, and there is some reason to believe that early diagnosis and prompt treatment lead to a better outcome (1 Wilson, personal communication). Unfortunately, relapse of symptoms is common, both in children on treatment when stressed by intercurrent illness and when treatment is reduced or stopped. Therapy may be required for several years, but trials of withdrawal should be undertaken at regular intervals.
The relationship between response to therapy and long-term outlook is even harder to assess. Rapid initial improvement with steroid therapy does not preclude the possibility of long-term neurological impairment. Less than 50% of children reported in one large series were normal at follow up, although virtually all had.shown a good initial response to treatment (Marshall et al. 1978) . In contrast, however, there are reports of individual children with protracted symptoms who responded slowly to treatment and yet were found to be normal at long-term follow up. Motor impairment is the commonest sequel, with or without associated intellectual or speech difficulties, which rarely occur in isolation.
The association of this condition with neuroblastoma is interesting and raises questions.about its pathogenesis. Myoclonic encephalopathy is said to occur in 2% of children with neuroblastoma (Nickerson & Hutter 1979) , but the incidence of neuroblastoma in children with this condition is substantially higher, although probably overestimated as a result of bias towards the reporting of cases associated with tumour. It has been suggested that .myoclonic encephalopathy is always due to an occult neuroblastoma, many of which do not become clinically apparent because of their tendency to involute spontaneously (Stephenson et al. 1976 ). This is difficult to substantiate and there is no evidence for the direct extension of tumour or metastases to the cerebellum. Alternative hypotheses have been proposed which include a direct toxic effect of neuroblastoma on the cerebellum, or virus infection which may simultaneously cause tumour transformation and neurological disorder. A more promising line of enquiry may lie with immunological investigation, but an autoimmune pathogenesis is far from established.
The clinical features of the syndrome presenting with and without neuroblastoma are not sufficiently different to permit their distinction, and a careful search for possible tumour is obligatory in every case. It is reassuring to note the general experience that a tumour, if present, is found at diagnosis where a careful initial search is made, and there is no indication to continue to screen if initial investigations are normal. A reasonable approach would include urinary catecholamine excretion, abdominal ultrasound, intravenous pyelogram and chest X-ray. Interestingly, the prognosis for children with neuroblastoma associated with myoclonic encephalopathy is substantially better than for children with neuroblastoma as a whole (Altman & Bachner 1976 ). This is not obviously related to earlier diagnosis or an excess of tumours with better staging, but there is an unusually high incidence of intrathoracic tumours in this group which arc known to have a better prognosis (McLatchie & Young 1980) . The response of the neurological symptoms to the resection of the tumour is variable, and they may improve dramatically with surgery only to recur at a later time (Nickerson & Hutter 1979) .
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